Objectives. This study examined the associations among self-care or mobility limitations, use of assistive devices or personal help, and well-being while giving special attention to 3 dimensions of well-being and older adults' educational attainment.
D
URING late life, individuals face an increasing likelihood of developing limitations with daily activities, including essential self-care and mobility activities. Among community-dwelling older adults, 14%-20% of young-old, 23%-30% of old-old, and 42%-49% of oldest-old experience at least one such limitation . Limitations in self-care and mobility activities prevent older adults from performing social roles and disrupt their daily routines, thus exerting negative impacts on older adults' well-being (Kaplan, McFarland, Huguet, & Newsom, 2007; Lin & Wu, 2011) .
Many older adults use assistive devices (e.g., cane, walker, grab bar, or shower seat) or personal help to overcome limitations (Freedman, Agree, Martin, & Cornman, 2005) . Surprisingly, although these two coping strategies often ameliorate limitations (Agree, 1999; Mann, Hurren, Tomita, & Charvat, 1995; Verbrugge, Rennert, & Madans, 1997) , they do not always improve older adults' well-being (Agree & Freedman, 2011; Gignac, Cott, & Badley, 2000; Silverstein, Chen, & Heller, 1996) , suggesting complex relations among limitations, use of assistive devices or personal help, and well-being.
Two factors may contribute to the complexity of the associations. First, the use of assistive devices and personal help may have different associations with various dimensions of well-being (Gignac et al., 2000) . The use of personal help, for example, often requires older adults to yield decision power to the helper, whereas the use of assistive devices does not. Thus, the use of personal help may not have the same beneficial effect on some dimensions of well-being (e.g., self-efficacy) as the use of assistive devices. Nevertheless, prior studies have tended to focus on a single dimension of well-being (Horowitz, Brennan, Reinhardt, & MacMillan, 2006; McCulloch, 1990; Newsom & Schulz, 1998) or aggregate different dimensions together (Freedman et al., 2014; Veehof, Taal, Rasker, Lohmann, & van de Laar, 2006) , making it difficult to disentangle the complex relations.
Second, the availability of these two coping strategies and the impacts of these strategies on well-being may differ for older adults of different social groups. It has long been documented that individuals of different genders, races and ethnicities, and educational attainments follow different trajectories and accumulate different resources over the life course (Jackson, Govia, & Sellers, 2011; Moen, 2001; Ross & Willigen, 1997) . Older adults of different groups, therefore, may differ in their abilities to adopt the various coping strategies, as well as in the extent to which they can accept the stigma of losing independence that is symbolized by using these strategies (Agree, Freedman, Cornman, Wolf, & Marcotte, 2005; Penning & Strain, 1994) . As a first step to unpack these complex relations, we focused on education variation among older adults with self-care or mobility limitations.
In sum, this study contributes to existing literature by taking a closer look at the associations among self-care or mobility limitations, use of assistive devices or personal help, and well-being while giving special attention to three dimensions of well-being (positive affect, self-realization, and self-efficacy) and older adults' educational attainment. In particular, we addressed two research questions. First, does the use of assistive devices or personal help have different associations with the three dimensions of well-being? Second, do the associations among limitations, use of assistive devices or personal help, and the three dimensions of well-being differ depending on older adults' educational attainment?
Activity Limitations and Well-Being
Having difficulty performing basic self-care and mobility activities (or activities of daily living) is common in late life. In 2011, more than one quarter of community-dwelling older adults reported limitation in performing one or more self-care or mobility activities. The most prevalent limitation is walking, followed by getting out of bed or a chair, bathing or showering, dressing, using the toilet, and eating (U.S. Department of Health and Human Services, 2012). Not only does the proportion of older adults with such limitations increase with age but older adults are also likely to experience an increasing number of limitations over time (Manton, Gu, & Lamb, 2006) .
Well-being is a multidimensional concept (Ryff, 1989) . Prior studies have shown that self-care and mobility limitations are related to several dimensions of well-being. Specifically, such limitations often decrease older adults' positive affect (Boerner, 2004; Williamson & Shaffer, 2000) and self-realization (Kisely & Shannon, 1999; Lamb, 1996; Litwin, 2001 ) by restricting their social participation. Limitations in self-care and mobility activities also prevent older adults from performing everyday routines on their own and subsequently decrease their sense of self-efficacy (Martire, Schulz, Wrosch, & Newsom, 2003; Yang, 2006) .
Use of Assistive Devices or Personal Help
Limitations in self-care and mobility activities disrupt the equilibrium of older adults' lives by preventing older adults from performing their daily activities. Prior studies have found a positive association between the number of limitations and the use of assistive devices or personal help among older adults (Agree, Freedman, & Sengupta, 2004; Freedman, Martin, Cornman, Agree, & Schoeni, 2009; Tomita, Mann, Fraas, & Stanton, 2004; Verbrugge & Sevak, 2002) . These findings suggest that as the number of limitations increases, the more older adults' lives are interrupted and the more motivated older adults are to use assistive devices or personal help to cope.
The uses of assistive devices and personal help, respectively, may have different associations with well-being, depending on which dimension is examined. Both coping strategies help older adults overcome self-care or mobility limitations and can presumably boost their positive affect (Horowitz et al., 2006; Mutran & Reitzes, 1984; Veehof et al., 2006) . Each strategy, however, carries its own additional stressors and may have negative impacts on some dimensions of well-being for older adults. Specifically, when using personal help, older adults face certain stressors, such as accommodating the helper's schedule, yielding decision power to the helper, and having negative interactions with the helper (Liang, Krause, & Bennett, 2001; Newsom & Schulz, 1998) , which may decrease self-efficacy for older adults. In contrast, the use of assistive devices does not involve these stressors and thus may not decrease older adults' self-efficacy. Nevertheless, using assistive devices may compel older adults to publically admit their self-care or mobility limitations, thus keeping them from having a desirable presentation of self and bringing about disability stigma (Martin, Leary, & Rejeski, 2000; Parette & Scherer, 2004) , which in turn may decrease their self-realization.
Variation by Education
Education has long been considered as a protective factor in old age. Older adults with more education, on average, have a lower risk of onset of activity limitations and enjoy better well-being than older adults with less education (Freedman et al., 2009; Freedman, Martin, Schoeni, & Cornman, 2008; Latham, 2012) . It is unclear, however, whether education still plays a protective role in maintaining older adults' well-being once they develop self-care or mobility limitations. Existing evidence suggests that more educated older adults tend to accumulate more social resources and place greater emphasis on mastery than do their less educated counterparts (Jang, Haley, Small, & Mortimer, 2002) . Thus, older adults with more education are more likely to be aware of and adopt assistive devices and less likely to rely on others for help (Agree et al., 2004 Freedman et al., 2009; Pressler & Ferraro, 2010) .
While helping older adults to overcome limitations, using assistive devices or personal help also reminds older adults that they need external assistance to perform everyday routines. Individuals, through education, obtain the ability to be effective agents of their own lives. Thus, more educated individuals tend to regard independence as more important compared with less educated individuals (Mirowsky & Ross, 2007; Schieman, 2001) . Older adults with more education may find it harder to accommodate a helper's schedule and yield decision power to the helper than do older adults with less education, which in turn may have a negative impact on the former's well-being. Moreover, more educated older adults may be more sensitive to their presentation of self and disability stigma, making it harder for them to accept the use of assistive devices.
Potential Confounding Factors
Several factors are associated with limitations, use of assistive devices or personal help, and well-being, and thus, such factors need to be considered to better understand the complex associations. Limitations are more prevalent among adults who are older, minorities, women, unmarried, living alone, or cognitively impaired than among their respective counterparts Penninx, Leveille, Ferrucci, van Eijk, & Guralnik, 1999) . The use of assistive devices or personal help increases as older adults age (Agree et al., 2004 Freedman et al., 2009; Pressler & Ferraro, 2010) . Being minority, female, and married is positively associated with the use of personal help but negatively related to the use of assistive devices (Agree et al., 2004 Freedman et al., 2009; Pressler & Ferraro, 2010 , Tomita et al., 2004 . Living alone is positively related to the use of assistive devices (Tomita et al., 2004; Verbrugge & Sevak, 2002) , whereas cognitive impairment and the number of children are positively correlated with the use of personal help (Agree et al., 2004; Verbrugge & Sevak, 2002) . Older adults who are more advanced in age, minorities, women, unmarried, living alone, or cognitively impaired tend to have lower positive affect, self-realization, and self-efficacy than their respective counterparts (Boerner, 2004; Litwin, 2001; McCulloch, 1990; Silverstein et al., 1996) .
Method
Data used in the analysis came from the first round of the National Health and Aging Trends Study (NHATS), which included a nationally representative sample of older adults (Kasper & Freedman, 2012) . The sample was drawn from the Medicare enrollment database; almost all noninstitutionalized individuals ages 65 and older are covered by Medicare. Persons at older ages and black non-Hispanic individuals were oversampled. The data were collected through in-person interviews in 2011. In total, 8,245 older adults completed interviews, yielding a 71% response rate. NHATS is well suited for this study, as its detailed measures of assistive devices and personal help demonstrate good reliability (Freedman, Agree, Cornman, Spillman, & Kasper, 2013) .
We restricted the analytic sample to older adults who lived in the community (n = 7,197 ) and reported at least one limitation with the following self-care and mobility activities (n = 4,965): going outside the respondent's home, getting around inside the respondent's home, getting out of bed, eating, getting cleaned up, using the toilet, and dressing. Older adults were considered to have a limitation if they reported that (a) they did not perform an activity because no one was there to help or it was too difficult to do by themselves (i.e., unmet needs), (b) they used assistive devices (e.g., cane, walker, wheelchair, scooter, grab bar, shower or tub seat, adapted utensil, and dressing device) or were helped by someone when performing an activity, or (c) they had difficulties performing an activity by themselves (when assistive devices were used). We further excluded 469 interviews based on proxy reports in which the questions about affect, self-realization, and self-efficacy were not asked. An additional 40 older adults with missing values on education were excluded because even with the use of multiple imputations, the imputed education values for respondents would have varied across different imputed data sets. Therefore, the numbers of observations in each education group would have differed across imputed data sets, making it impossible to test the equality of parameters across educational groups using all imputed data sets. The final analytic sample consisted of 4,456 community-dwelling older adults with self-care or mobility limitations.
Measures
Number of self-care or mobility limitations.-Respondents were asked whether they had unmet needs, used assistive devices or personal help, or had difficulty by themselves (even with assistive devices) when performing the following activities during the month prior to the interview: going outside the respondent's home, getting around inside the respondent's home, getting out of bed, eating, getting cleaned up, using the toilet, and dressing. The number of limitations reported by respondents ranged from 1 to 7.
Number of activities for which assistive devices were used.-Respondents were asked whether they used a cane, walker, wheelchair, or scooter for going outside or getting around inside; a cane or walker for getting out of bed; adapted utensils for eating; grab bars or shower/tub seats for getting cleaned up; grab bars or raised toilet (seat) for using the toilet; and reachers or grabbers for getting dressed. The number of activities for which respondents reported using assistive devices ranged from 0 (did not use devices for any activity) to 7 (used a device for every activity).
Number of activities for which personal help was used.-Respondents were asked whether they had received personal help with each of the self-care and mobility activities. The number of activities for which respondents reported receiving personal help also ranged from 0 (did not receive personal help for any activity) to 7 (received personal help for every activity).
Well-being.-Three dimensions of well-being were measured: affect, self-realization, and self-efficacy. Affect was measured by four questions asking respondents how often they felt cheerful, full of life, bored, or upset during the month prior to the interview. Response categories included never (1), rarely (2), some days (3), most days (4), and every day (5). A preliminary analysis suggested that the uses of assistive devices and personal help had the same patterns of association with both positive affect and negative affect. Thus, the two items regarding negative affect (bored and upset) were recoded such that a higher score designated a more positive affect. Self-realization was obtained by four questions asking respondents about the extent to which they agreed that "My life has meaning and purpose," "I feel confident and good about myself," "I like my living situation very much," and "I gave up trying to improve myself a long time ago." Response categories included agree not at all (1), agree a little (2), and agree a lot (3). The "gave up" question was reverse-coded such that a higher score signified a higher level of selfrealization. Finally, self-efficacy was captured by asking respondents the extent to which they agreed with the following two statements: "When I really want to do something, I usually find a way to do it" and "Other people determine most of what I can and cannot do." Response categories for these questions were the same as those for the self-realization questions (i.e., agree not at all, agree a little, and agree a lot). The "other people determine" question was reverse-coded such that a higher score denoted a higher degree of self-efficacy.
Other characteristics.-Education consisted of four categories: less than high-school education, high-school graduate, some college education or an associate's degree (hereafter some college), and a bachelor's degree or higher. Several confounding variables were taken into account in the analysis: Age was measured in years, with a range from 65 to 105. Gender was coded as woman (=1) or man (=0). Race and ethnicity were classified as white (reference group), black, Hispanic, and others. Marital status was captured by married (reference group), divorced, widowed, and never married. Living arrangement was coded 1 if respondents were living alone and 0 otherwise. The numbers of daughters and sons were continuous measures. Cognitive impairment was gauged by respondents' performance tests on memory (immediate and delayed 10-word recall), orientation (date and names of President and Vice President), and executive function (clock drawing), with scores ranging from 0, indicating no impairment in any area, to 3, indicating impairment in all three areas .
Analytic Strategy
Four analyses were conducted. First, descriptive statistics (mean or percentage) was used to describe limitations, use of assistive devices or personal help, three dimensions of well-being, and confounding variables, first for the sample as a whole and then separately by respondents' levels of educational attainment. Next, we estimated a series of three path models to examine the associations among limitations, use of assistive devices or personal help, and three dimensions of well-being. In these path models, positive affect, self-realization, and self-efficacy were estimated as latent factors to control for measurement errors. The first path model examined the association of limitations with positive affect, self-realization, and selfefficacy. Then, the uses of assistive devices and personal help were added to the model to address the question of whether older adults who used assistive devices or personal help for self-care or mobility activities enjoyed better wellbeing than those who did not while controlling for limitations. Finally, we included possible confounding variables in the model to clarify the associations among limitations, use of assistive devices or personal help, and well-being, net of the confounding factors. Each of these three models was estimated simultaneously for older adults with less than high-school education, a high-school degree, some college education, and a bachelor's degree or higher (i.e., multiple-group analysis). Our preliminary analyses found that when the path coefficients among limitations, use of assistive devices or personal help, and three dimensions of well-being were all constrained to be equal across four educational groups, it fit the data significantly worse than when these coefficients were allowed to vary across groups (χ 2 = 81.12, df = 45, p < .001). This finding indicates that for older adults of different educational attainments, the association among limitations, use of assistive devices or personal help, and well-being differ.
Descriptive statistics were weighted to adjust for nonresponse and the oversampling of persons at older ages and black non-Hispanic individuals. We did not apply weights to the path models, as sample weights are a function of independent variables, such as age, gender, and race-ethnicity, which were already included in the analysis (Winship & Radbill, 1994) . Information was missing in some respondents' reports, but no variable had missing values for more than 2% of the analytic sample. The missing value for a single variable was imputed as a function of other covariates in the analysis (Acock, 2005) . To preserve the randomness of the imputed variables, the results described next were based on 10 random, multiple-imputed replicates. To find the most parsimonious model, we first fit the model that allowed all regression coefficients, factor loadings, and residual correlations to be freely estimated and then constrained nonsignificant coefficients to be zero after determining that such a constraint would not worsen the model fit. Because the study used a large sample size, a model is considered to fit the data well when a comparative fit index is greater than .95, a Tucker-Lewis index is greater than .95, and a root mean square error of approximation is less than .06 (Hu & Bentler, 1999) . Table 1 shows the characteristics of a nationally representative sample of community-dwelling older adults with self-care or mobility limitations. The average age of these older adults was 76. Six in 10 older adults were women. Approximately 82% of older adults were white, 9% were black, 7% were Hispanic, and 3% belonged to other races and ethnicities. Slightly more than one half were married, 30% were widowed, 12% were divorced, and 4% were never married. On average, older adults had three children, and 3 in 10 older adults lived alone. The majority had no impairment in memory, orientation, or executive function.
Results

Characteristics of Community-Dwelling Older Adults With Self-Care or Mobility Limitations
Older adults in the sample reported having limitations with a mean of 2.59 activities (out of a maximum of seven), used assistive devices for 1.78 activities, and used personal help for 0.47 activities. These findings suggest that not all older adults experiencing limitations used assistive devices or personal help, and when they did, they were more likely to use assistive devices than personal help. On average, older adults had high positive affect, as they reported feeling cheerful (4.02) and full of life (3.74) most days and rarely felt bored (2.13) or upset (2.21) during the month prior to the interview. They also generally had high selfrealization, as they agreed that their lives had meaning and purpose (2.79), that they felt confident and good about themselves (2.78), that they liked their living situations (2.76), and that they disagreed that they had given up trying to improve their lives (1.41). Moreover, older adults typically had a high level of self-efficacy, as they agreed that they usually found a way to do things (2.86) and disagreed that other people determined most of what they did (1.41).
Of the analytic sample, 1,257 older adults had not obtained a high-school diploma, 1,235 had received a high-school diploma, 1,124 had obtained some college education, and 840 had a bachelor's degree or higher. We also compared characteristics across these four educational groups. In general, older adults with less education were more likely to be older, women, minorities, and unmarried; they were also more likely to live alone, have more children, and experience cognitive impairment in more areas than their counterparts. In addition, older adults with less education reported more limitations; used assistive devices or personal help for more activities; and reported lower positive affect, self-realization, and self-efficacy relative to older adults with more education. For most characteristics, older adults in the middle two educational groups (highschool graduate and some college) were more similar to each other than to older adults with the lowest and highest levels of educational attainment.
Activity Limitations and Well-Being
Unstandardized coefficients from the multiple-group path analysis of the association between the number of limitations and three latent scores of well-being measures are presented in Figure 1 . To simplify the presentation, factor loadings and residual correlations among three latent constructs are not shown, but they are available upon request. The model fit the data well, with a comparative fit index of .96, a Tucker-Lewis index of .96, and a root mean square error of .05. Each path included four coefficients, one for each educational group in the order of less than high school, high-school graduate, some college, and a bachelor's degree or higher. All coefficients were negative and significantly different from zero, suggesting that older adults with more limitations reported lower levels of positive affect, self-realization, and self-efficacy relative to older adults with fewer such limitations. These path coefficients did not differ statistically across four educational groups of older adults.
Use of Assistive Devices or Personal Help
The second path model, shown in Figure 2 , examined the associations between the number of activities for which assistive devices or personal help were used with the three dimensions of well-being while controlling for the number of limitations. The model fit the data well, with a comparative fit index of .99, a Tucker-Lewis index of .99, and a root mean square error of .02. The negative associations between number of limitations and the three dimensions of well-being across all four educational groups indicate that older adults who used neither assistive devices nor personal help reported low positive affect, self-realization, and selfefficacy. This negative association was particularly salient among older adults with less education compared with their more educated counterparts for positive affect (−.21, −.23, and −.20 for less than high school, high-school graduate, and some college, respectively, vs. −.12 for bachelor's degree or higher, p < .05) and self-realization (−.20 for less than high school vs. −.13 and −.09 for some college and bachelor's degree or higher, respectively, p < .05).
Moreover, the results show that number of limitations was positively associated with the use of assistive devices and personal help for all educational groups, suggesting that as limitations increased, older adults adopted assistive devices or personal help for more activities. The association between number of limitations and use of assistive devices appeared to be stronger among older adults with Figure 1 . Unstandardized path coefficients for the relations between self-care or mobility limitations and well-being among older adults. Note. To simplify the presentation, factor loadings and residual correlations are not shown. Numbers for each path indicate less than high-school education, high-school graduate, some college education, and a bachelor's degree or higher, respectively. All numbers are significantly different from zero at the p < .05 level. some college education (.65) than older adults with less than high-school education (.60) or a bachelor's degree or higher (.61). The association between number of limitations and use of personal help was the strongest among older adults with less than high-school education (.50 for less than high school vs. .43, .38, and .37 for high-school graduate, some college, and bachelor's degree or higher, respectively, p < .05).
The uses of assistive devices and personal help also had different patterns of association with the three domains of well-being, and such patterns varied across educational groups. Specifically, the use of assistive devices was positively related to positive affect for all four educational groups, and the magnitude of the association appeared to be greater among older adults with a high-school degree than among older adults with some college education or higher (.18 for high-school graduate vs. .09 and .07 for some college and bachelor's degree or higher, respectively, p < .05). The use of assistive devices was positively related to selfrealization only for older adults with a high-school degree or lower (.11 for less than high school and .09 for highschool graduate, p < .05). The use of assistive devices, however, was unrelated to self-efficacy for all groups of older adults.
The pattern of the associations between the use of personal help and well-being differed from that for the use of assistive devices. As shown in Figure 2 , the use of personal help was negatively related to positive affect and self-realization only for older adults with a bachelor's degree or higher (−.10 for positive affect and −.12 for self-realization, p < .05). The use of personal help was negatively related to self-efficacy for all four educational groups, and the magnitude of the association did not differ statistically across groups.
Inclusion of Potential Confounding Factors
The last path model examined the associations among number of limitations, use of assistive devices or personal help, and the three dimensions of well-being, net of confounding variables. The model fit the data well, with a comparative fit index of .98, a Tucker-Lewis index of .98, and a root mean square error of .02. To simplify the presentation, we did not present the coefficients for all confounding variables in Figure 3 , but the results are available upon request.
After considering older adults' characteristics, the patterns of the association among number of limitations, use of assistive devices or personal help, and the three dimensions of well-being generally resemble the results shown in Figure 2 , except for the following differences. Three path coefficients became non-significant, including the association between limitations and self-realization for older adults with a bachelor's degree or higher and the associations between limitations and self-efficacy for older adults with a high-school degree and for older adults with some college education. Although limitations continued to have a positive association with the use of assistive devices, the magnitude of the association was no longer statistically different across groups. In addition, the association between limitations and use of personal help remained positive, but its magnitude was statistically greater for older adults with high-school education or lower (.47 for less than high school and .43 for high school) than older adults with some college Figure 2 . Unstandardized path coefficients for the relations among self-care or mobility limitations, use of assistive devices or personal help, and well-being among older adults. Note. To simplify the presentation, factor loadings and residual correlations are not shown. Numbers for each path indicate less than high-school education, high-school graduate, some college education, and a bachelor's degree or higher, respectively. All numbers (except 0) are significantly different from zero at the p < .05 level. a Significant difference between less than high school and high-school graduate.
b Significant difference between less than high school and some college.
c Significant difference between less than high school and bachelor's degree or higher. education or higher (.37 for some college and .36 for bachelor's degree or higher). The patterns of the associations between the use of assistive devices or personal help and the three domains of well-being are similar to the results shown in Figure 2 , except that the association between the use of assistive devices and positive affect became stronger for older adults with a high-school degree (.20) than for older adults with less than high-school degree (.07).
Summary and Discussion
Recent medical advances have postponed but not eliminated late-life infirmity (Fries, 2003) . As people get older, many ultimately must confront limitations in essential selfcare and mobility activities. This study showed that without using assistive devices or personal help, an increase in such limitations was associated with decreasing positive affect, self-realization, and self-efficacy, suggesting that merely having activity limitations is detrimental to older adults' well-being. Our study further found that number of limitations was positively related to the uses of assistive devices and personal help. Controlling for number of limitations, the use of assistive devices was positively related to most dimensions of well-being, whereas the use of personal help was negatively related to every dimension of well-being, indicating that the use of coping strategies is not necessarily associated with an improvement in older adults' well-being.
The study also showed that for those with self-care or mobility limitations, the associations among number of limitations, use of assistive devices or personal help, and well-being varied by education. Education has been viewed as a protective factor for well-being in late life by lowering the onset of disability through its association with more resources and healthier lifestyles. This study found that upon developing limitations, older adults with more education were not more likely than their less educated counterparts to use assistive devices but were less likely to use personal help. Moreover, the positive association between use of assistive devices and well-being was weaker among older adults with more education than among older adults with less education, but the negative association between use of personal help and well-being was stronger among the former than among the latter. Together, these findings point to the need to reconsider the protective role of education in late life that past literature has long conceptualized.
These results need to be interpreted with caution, however. We used only the first round of the NHATS, which allowed us to examine associations rather than causal relations among the variables. We specified the path from the uses of assistive devices and personal help to well-being, but we cannot rule out the possibility that it is well-being that affects the choice of coping strategies. Moreover, our path models fit the data well, but we cannot discard alternative explanations of the findings. For instance, the fact that educated older adults reported lower well-being than their less educated counterparts when using assistive devices may be because using assistive devices carries more stressors or a greater stigma for the former than for the latter. Alternatively, more educated older adults may be already Figure 3 . Unstandardized path coefficients for the relations among self-care or mobility limitations, use of assistive devices or personal help, and well-being among older adults, net of confounding variables. Note. To simplify the presentation, factor loadings and residual correlations are not shown. Numbers for each path indicate less than high-school education, high-school graduate, some college education, and a bachelor's degree or higher, respectively. All numbers (except 0) are significantly different from zero at the p < .05 level. better off than older adults with less education, and thus, they may be less likely to achieve increased well-being from the use of assistive devices.
Our findings suggest several directions for future research. First, this study takes the first step to unpack the complex associations among limitations, use of assistive devices or personal help, and well-being. It is important to continue this line of research by using the succeeding rounds of the NHATS to clarify the directionality among these variables. Second, well-being is a multidimensional concept consisting of more than affect, self-realization, and self-efficacy (Ryff, 1989) . To further understand which coping strategy enhances or diminishes which dimension of well-being, it is imperative to examine the associations of using assistive devices or personal help with other dimensions of wellbeing. Last, in addition to educational attainment, older adults' gender, race-ethnicity, and physical health may also influence the associations among limitations, use of assistive devices or personal help, and well-being. Future research should investigate whether and how these factors influence the associations jointly with education.
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